The objectives of this study were to describe the process of job reintegration, to obtain more detailed information about workplace adjustments, and to assess the positive and negative experiences of amputees (in the Netherlands) who returned to paid work after their lower limb amputation. The study had a retrospective design with semi-structured interviews. The authors used a qualitative methodology to obtain detailed information on the reintegration process.
Introduction
Vocational rehabilitation of patients with a All correspondence to be addressed to Ria Bruins, Department of Rehabilitation Medicine, University Hospital Groningen. P.O. Box 30.001, 9700 RB Groningen, The Netherlands. Tel: (+3 I ) 50 361 3638; Fax: (+3 I ) 50 361 1708; E-mail: m.bruins@rev.azg.nl 4 disability or handicap is an important issue nowadays. Employment is important to the well being of people, for instance in enlarging their social environment. Chronically disabled persons have emphasised the importance of work for self-respect, giving meaning to life, and for a stable income (Branholm et al., 1991; Wevers el al., 1993) . The importance of vocational rehabilitation increases and many job rehabilitation programmes are being developed (Comes, 1987; Eklund and Fugl-Meyer, 1991; Heame, 1991) . Schmidt et al. (1995) showed that there was a greater chance of return to work when patients with musculoskeletal diseases had followed a job rehabilitation programme. Before starting a job rehabilitation programme for patients with a specific disability or handicap, it is important to know the current employment status of these patients and the problems they experience in work or in finding work. Based on this information, rehabilitation programmes can be adjusted and improved.
In a cross-sectional study of Schoppen et al. (2001'; 200Ib; 2002) people with a lower limb amputation in the Netherlands showed a relatively good job participation in comparison with people with other diseases or handicaps, as well as in comparison with the general population. Problems mentioned by the different groups of amputees mainly concerned the long delay between amputation and return to work, problems in finding a suitable job, fewer possibilities for promotion, and many problems with getting the right workplace adjustments. The success of job reintegration was mainly determined by the age at the time of amputation, the education level, and the wearing comfort of the prosthesis. Despite a worse physical health experience, amputees, in comparison with healthy colleagues, tended to have higher contentment with their current occupational status. Job dissatisfaction was related to the wish for (better) adjustments in the workplace and the presence of comorbidity.
Millstein el QL. (1985) also showed a high percentage of reintegration of employers with a lower or upper limb amputation due to accidents at work (respectively 87% and 89%). Gender, age, amputation level, stump and phantom pain, and the type of job before amputation, were factors related to the success of reintegration in their study. Amputees returned to jobs that were less physically demanding, but required greater intellectual skills. Amputees also reported reduced potential for salary increases and fewer opportunities for job promotion. Gerhards et aE.
( 1 984) mentioned in their study a significantly larger proportion of amputees compared to controls with a lower occupational status after the amputation than before. Despite this fact, there was no difference in vocational satisfaction between amputees and healthy control subjects.
For a good support of amputees in their vocational reintegration process, it is important to obtain more detailed information about the problems experienced during their reintegration process and to increase knowledge about amputation-related, person-related, and processrelated factors that may cause a delay in the job reintegration. After obtaining this new information more detailed advice may be given about the suitability of jobs and the necessity of workplace adjustments. Such information is difficult to get from questionnaires only. Interviews with amputees are important to learn more about the personal experiences of this patient group with respect to resumption of paid work.
The aims of the present research were to study the process of job reintegration, to obtain more detailed information about workplace adjustments, and to assess the positive and negative experiences of amputees (in the Netherlands) who returned to paid work after their lower limb amputation.
Patients and methods

Subjects
Patients were recruited from the large number of participants of the study of Schoppen er nl. (2001") . Patients met the following inclusion criteria: an acquired major amputation of the lower limb, age 18 to 60 years, paid work before and after the amputation, and living in the Netherlands. The time since amputation was at least two years to create a stable situation in which the employment status could best be judged. The time since amputation did not exceed 8 years to prevent too much memory bias of the patients. Patients with severe cognitive problems or difficulties with the Dutch language were excluded. The Medical Ethical Committee of the University Hospital Groningen approved the study.
In the study of Schoppen et nf. (2001") 217 patients worked before and after the amputation. The time since amputation did not exceed 8 years in 44 patients. From these 44 patients who met the inclusion criteria, 32 gave their consent to participate. The study population consisted of 24 men and 8 women with a mean age of 42.6 years (range 24-61 years). Table 1 shows the patient characteristics.
Interview
Patients were visited at home, where the researcher (MB) administered a semi-structured interview. In the interview 4 sequential periods after amputation concerning job reintegration were distinguished: general hospital stay, rehabilitation period, period between the end of rehabilitation and the return to paid work, and the period after the return to paid work. In the interview. questions concerned demographic and amputation-related aspects (e.g. age, gender, amputation reason, level, comorbidity), the level of premorbid functioning, medical complications, steps taken in the process of job reintegration, contacts with employees and company doctors, promotion possibilities, job changes, and workplace adjustments. At the end of the interview, the researcher asked for the negative and positive experiences of participants in their process of job reintegration and recommendations of patients to improve the employment status of patients with a lower limb amputation.
A nnlysis
A qualitative analysis is made of the data obtained by the semi-structured interviews. Data were arranged by similarities and differences in the answers of the participants. When possible, 
Definitions
A delay in return to work was defined as a time interval between amputation and resumption of work of longer than 12 months. In the Netherlands people have no claim on social insurance after a period of 12 months of illness.
A delay in being fitted with a prosthesis was defined as a time interval between discharge from general hospital and being fitted with a prosthesis of longer than 2 months.
The type of work was characterised as either physically demanding or non-physically demanding as in Schoppen's study (Schoppen e f al., 2001'). They assessed the physical workload of the various job types for amputees on a visual analogue scale.
Results
The mean time between amputation and return to work was 11.5 months (range 2-36 months, median 9.0 months, sd 8.4 months). Delay in return to work of more than 12 months was found in 13 (41%) of the 32 subjects. The reasons mentioned for the delay were consecutively stump problems or problems in wound healing in 1 1 of the 13 subjects (85%), problems with the job reintegration process in 6 subjects (46%), and mental problems in 3 subjects (23%) (some subjects mentioned more than one reason). The problems mentioned with the job reintegration process were, noncooperation of the employer (2 subjects), bad support of the implementing bodies (2 subjects) and the necessity for retraining (2 subjects). Of the 32 participants, 16 subjects (50%) returned to the same job as before amputation, 10 subjects (31%) returned to the same job but they got different work tasks, and 6 subjects (19%) changed to another job after amputation ( Table 2 ). Most of the subjects who remained to do the same job after amputation had a nonphysically demanding job at the time of amputation. Subjects who continued to do the being fitted with a prosthesis was 2.5 months (n=30, range 3 weeks-9 months, median 2.5 months, sd 2.2 months). Fourteen (14) (47%) of the 30 subjects for which data were available had to wait for more than 2 months for their prosthesis after discharge from general hospital. The most frequent reasons mentioned for this relatively long period were stump problems (n=6) or wound healing problems (n=4). Only one ( I ) subject mentioned a delay caused by an inadequate procedure of prosthetic fitting. Three (3) subjects could not give any reason for the delay. The time between amputation and job reintegration was in general for the trans-femoral amputees 14 months and for the amputees at knee and trans-tibia1 levels 9 months.
Eleven ( 1 1) subjects (34%) reported having less promotion possibilities than their ablebodied colleagues do. Reasons given were physical limitations after amputation and employers being afraid of sick leave of the subjects in the future, as perceived by the amputees.
At the end of the interview, subjects could indicate the most positive and most negative factors in their job reintegration process. Subjects experienced their own motivation as the essential factor for successful job reintegration. Good support from the implementing body and the employer were also mentioned as essential for return to work. Table  5 shows the most important obstacles in job reintegration. Twenty-five percent (25%) of the subjects answered that they did not experience any problems at all. Bad support from the implementing body was seen as the most important obstacle.
To improve the employment status of patients with a lower limb amputation. most participants (56%) recommended improvement of the support by and cooperation between professionals, such as rehabilitation team members, implementing bodies, company doctors, and the employers. 
Discussion
In this study the authors used a qualitative methodology to obtain detailed information from amputees about their process of job reintegration after their amputation. The general advantage of qualitative research is the possibility to ask open-ended questions that give people the opportunity to present their own experiences without the restrictions of a questionnaire with only fixed answer categories. There is more chance of getting new information that was not expected, which may lead to new study questions. New hypotheses may be formed and tested in future research. In this study, information about the process of reintegration and problems that patients experience during the different phases after amputation was difficult to obtain by other research methods. The problem of generalising the results. In the study the authors used semi-structured interviews in which it was possible to categorise the answers as much as possible while still giving the opportunity to the patients to report their individual experiences that are important to take into account when planning vocational rehabilitation programmes for amputee patients.
In interpreting the results the authors mainly looked for general tendencies in the interview results. Another disadvantage could be the recall bias. There .could be an overestimation but also an underestimation of the individual experiences recalled by the subjects also found in studies regarding the relation between pre-and postamputation pain (Nikolajsen et al., 1997; Dijkstra el al., 2002) . In a prospective study the individual experiences can be assessed more The authors chose to study the population "employed at the time of amputation and presently still working" (Schoppen et af., 2001") because it could give best information about the whole process of job reintegration. In addition, this study population is probably the most motivated population with regard to job reintegration. Therefore, internal motivation minimally disturbed the judgement about the reintegration process. On the other hand, the obstacles for job reintegration are possibly underexposed because the participants were people with relatively positive experiences. Nothing can be stated about the non-successful reintegrated amputees because this was not an aim of this study. The results only reflect the Dutch situation. In the Netherlands job reintegration was not an integrated part of the rehabilitation process for amputees, until the present. The authors think that the rehabilitation team should pay more attention to this important aspect of participation in respect of lower limb amputees.
A mean time interval was found between amputation and return to work of nearly one year. Half of the study population showed a delay in return to work, mainly due to wound healing or stump problems and problems in the job reintegration process. Problems in wound healing or stump problems could also be considered as one of the main reasons for delay in being fitted with a prosthesis. The use of a prosthesis is important in the mobility at the workplace. Delay in being fitted with a prosthesis may partly cause a delay in resumption of work. In the future, efforts should be made to reduce the time between amputation and return to work because of the importance of employment to patients' well being, as well as for economic reasons. It is recommended to pay more attention to preventing problems in wound healing and stump problems also in respect of job reintegration. Further research is needed to learn more about these problems.
The majority of people who changed their work tasks or job type after amputation reported that it was caused by physical restrictions due to the amputation. The change to less physically demanding jobs after amputation has also been reported in earlier research (Hutchins, 1981; Millstein et al., 1985; Puny and Hannon, 1989 ; Walker er af., 1994). Apparently, a lower limb amputation importantly reduces the physical capacity of patients. In most of the participants non-material and material adjustments were realised at the workplace. All non-material adjustments at the workplace were done to reduce the physical workload.
Considering the aged amputee, reduction of physical workload will be of extra importance. Therefore, reduction of physical workload presumably is an important factor to take into account concerning job advice after amputation. This was also confirmed by the finding of Schoppen et af. (2001' ) of a decline in job participation of amputees of 40 years and older, and the finding of Shaw et al. (2002) that age is a strong predictor of work disability. Heavy physical work was the most common workplace negative predictive factor of return to work.
The most important motives for return to work of amputee employees were the value of their work as a form of spending the day and social contacts. These findings are comparable with the findings in the whole Dutch population.
In this study 22% of the subjects were dissatisfied with the adjustments in the workplace mainly due to a long delay between ordering and delivery of the adjustments. In this study, the reason for this finding is not clear because participants could not indicate where this process went wrong. Schoppen et af. (2001") found that despite many adjustments in the workplace, 27% of the respondents still wanted certain modifications.
Most of the participants indicated that they initiated the workplace adjustments themselves and that the workplace adjustments were seldom initiated by the workers in rehabilitation medicine. In the Netherlands it is not clear who is responsible for initiating the workplace adjustments: the workers in rehabilitation medicine, the implementing bodies, the company doctor or the employer. This may result in a delay in workplace adjustments or even the absence of the right modifications when a patient returns to work. It seems worthwhile for the rehabilitation team to make a detailed inventory of necessary adjustments at the workplace during the rehabilitation programme as soon as possible, to prevent delay in job reintegration and to prevent problems after return to work.
Participants had the opinion that good support from the implementing bodies or the employer is an important factor for successful job reintegration and they mentioned it as the most important obstacle in the process of reintegration at present. To improve the job reintegration process it is recommended to organise a meeting between the parties involved: the workers in rehabilitation medicine, the company doctor, the employer and the employee, to make a joint plan for job reintegration. Thereafter a case manager or vocational worker can coordinate the reintegration. Dutch laws concerning job reintegration processes just changed as 1st of April 2002 and within 6 weeks after being sick a social plan has to be made by the company doctor, employer anbemployee. It is expected in the future due to this new law that the time between sickness and job reintegration will be shortened. There are many dates set for the first year of sickness leave for evaluating and coordinating this social plan concerning job reintegration.
